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AN IRIS DIAPHRAGM RETINOSCOPE WITH WHITE, 
AMETHYST, SMOKED, OR YELLOW MIRROR. 


ESPECIALLY ADAPTED FOR PRESBYOPIA WITH OR WITHOUT COCAIN. 
[ATTENTION IS CALLED TO THE FACT THAT THE PUPIL CAN 
BE DILATED BY WILL. | 


By J. N. Ruoaps, M.D., 
PHILADELPHIA, PA. 


I have been trying lately to shadow-test my presbyopic cases 
without much mydriasis. I used to employ a four per cent. solu- 
tion of cocain, but it would often prevent me from finishing the 
case in one day, which I always like to do. Later I tried a one per 
cent. solution, but even that would sometimes interfere with 
immediate testing at reading distance, owing to spherical aberra- 
tion from too much dilatation. I am now using a one-tenth of 
one per cent. solution and with it find no counterindication to 
finishing the examination of all my presbyopes in one or two 
sittings during the same day. 

I wish to call attention to the fact that the pupil can be 
dilated by the will. The books tell us that the movements of the 
iris are involuntary. I have long known this to be a mistake. 
Even with the old instrument with uncontrolled illumination 
you can make your patient dilate his pupil; but with an iris dia- 
phragm retinoscope loaded with a colored mirror and stopped 
down to a ten or fifteen mm. opening, all you need to do is to 
throw the modified light into the pupil area and say, “Open your 
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eye widely,” and the pupil instantly dilates, and in most 
cases will stay dilated long enough for the first lense to be 
chosen. After placing the first lefise it is necessary to tell the 
patient again to open his eye widely, and so continue to do after 
each glass is placed, until the correct one is selected. As of old, 
I think it adds some to the dilatation to direet the patient to look 
at your forehead and not into the light. 

When I first noticed that I could make my patients dilate their 
pupils, | began to experiment with different amounts and kinds 
of light, both as to their effect on the iris and the ciliary muscle. 
I used an inch and a half mirror of white, amethyst, smoked, and 
yellow. I first colored my mirrors with tinted canada balsam, 
(I had previously worked for two years to color the balsam for 
another purpose), and then starting with full size mirrors I 
pasted concentric rings of paper over each glass, gradually re- 
ducing their diameter and illumination, so that I could tell if 


there was a certain diameter of glass, or a certain color which 
would answer for every case. I was unable to find either the 
diameter or the color. Nearly every case has a different factor 
governing it. I then determined to put an iris diaphragm shut- 
ter on my retinoscope, as seen in the cut. It needs no descrip- 
tion. 

I believe it to be a good method to use a very weak solution 
of cocain in most presbyopes, and while measuring their refrac- 
tion to close the shutter to about 10 mm. Then if the pupil does 
not dilate sufficiently, tell the patient to open his eye as widely as 
he can, and it will be found that the pupil will open wide enough 
for the shadow-test to proceed. 

Those operators who care to risk their patients’ eyes and their 
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own reputations by trying to measure the refraction of presbyopes 
without any mydriasis, will find that this instrument and this . 
method of forcing the pupil to dilate will enable them to do much 
better and quicker work. And those who hope to succeed in 
testing all cases without the use of drops will find that this 
method and instrument will carry them a long way towards their 
longed-for goal. 

In attempting to test presbyopes without mydriasis we must 
be sure to have the light right on the eye before we command the 
patient to widely open it, for in the cases without mydriasis the 
relaxation does not always last long, and the pupil may immedi- 
ately contract if the light is flashed in after it has relaxed. 

Not the least of the advantages of this instrument is the relief 
to the retina behind the mirror. It will be noticed that the light 
from an unpierced mirror will travel twice through the colored 
glass before it reaches the patient’s fundus, and, of course, 
makes a third trip through it before it finally strikes the opera- 
tor’s sensitive sheet. Any one with an irritable retina will 
quickly and gladly notice this difference. I know some opera- 
tors who complain of a lingering spot of light during and after 
shadow-testing ; the annoyance increasing with the brightness of 
the light. 

It is apparent that the shutter is a great protection to the glass 
when it is closed, as it not only protects it from being scratched, 
but from the direct rays of the sun, which are so deleterious to 
silvered mirrors. 

By regulating the size and color of the light it is quite easy to 
move much closer to the patient. I, myself, often do the test at 
twenty inches, of course deducting two diopters, or adding them, 
instead of one. If the shutter is stopped down as close as possi- 
ble in working at short range it will be found that the small 
amount of mild rays does not irritate or dazzle the eye of the 
patient or operator. It will be surprising to find how small an 
opening will suffice to do the work. I would advise an operator 
to try it out on an artificial eye. There is a point, however, where 
it must stop as I notice that when the iris diaphragm is closed 
to about five mm. the shadow ceases to move, as though the cor- 
rection had been made, whether this is due to the light being too 
weak to reach the fundus and return, i.e., being absorbed on the 
way, I do not know. 

A cell may be attached to the instrument so that a colored 
plano may be inserted in case any one wants to double the amount 
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of color, or mix it. I had one attached to mine while proving it 
out. Owing to the large size of the mirror, as well as its ad- 
justability in size and color it often fits in as an ophthalmoscope; 
especially where photophobia is present. 

It is understood that this instrument can be used to better 
advantage than the unadjustable instrument in all cases whether 
young or old. The fact is, that it is just the instrument to 
shadow-test young children; because when it is well stopped 
down and the color made dense there is less tendency for such 
children to close their lids. 

If retinoscopy can be done without mydriasis, modifying the 
amount and kind of light is the way to do it. 

In conclusion I want to say that I do not believe it is possible 
to correctly shadow-test all cases of presbyopia with any instru- 
ment without a mydriatic. There are, however, some presbyopes, 
who without mydriasis can be measured by the old retinoscope, 
but it will certainly be found that twice as many cases can be 
perfectly corrected by the use of this instrument. 


SCHOLARSHIP IN OPHTHALMOLOGY. 


A Scholarship in Ophthalmology has been founded by William 
A. DuBois, Matthew B. DuBois and Katherine DuBois, sons and 
daughter of Dr. Abram DuBois, who have presented to Columbia 
University the sum of $18,000, to be used as a fund for this pur- 
pose. This is to be known as “The Doctor Abram DuBois Me- 
morial Fund.” The scholarship is open to graduates of the Col- 
lege of Physicians and Surgeons, who have satisfactorily com- 
pleted a term of service in an Eye Hospital and who have given 
evidence of serious intention of pursuing ophthalmology as a 
specialty. The holder of the scholarship is expected to devote 
himself to post-graduate studies, preferably of a scientific char- 
acter connected with ophthalmology in foreign and American 
Universities. The income amounts to about Seven Hundred Dol- 
lars ($700) a year. 

The bestowal of this scholarship is in the hands of a committee 
consisting of the Professor of Ophthalmology, the Dean of the 
Medical School and Dr. Edward L. Partridge. 


A Peculiar Case of Membranous Conjunctivitis. 5 


A PECULIAR CASE OF MEMBRANOUS 
CONJUNCTIVITIS. 


By J. G. Catnoun, M.D., 
ST. LOUIS, MO. 


The following case presented features so novel to the writer, 
that the history is here given in the hope that it may elicit some 
enlightening comment. 

The patient, a healthy girl of 17, an inmate of one of the near- 
-by eleemosynary institutions, had been treated by me, at intervals, 
for two years, for trachoma of several years’ standing. The 
trachomatous tissue had, however, at the beginning of this new 
trouble, largely disappeared, leaving but slight evidence of cica- 
tricial formation and no contractures about the fornices. The lid 
‘conjunctiva was, for most part, somewhat thickened, velvety, 
and of a bright red color. The cornez and other media were 
clear, but best vision with each eye was no better than 15/24 
with correction O.U.+1.25 c. ax. 90°. 

The patient presented herself August 26th, 1910, stating that 
the right lower lid had been swollen for the past four days. No 
history of any injury; the nurse had been giving her the daily 
treatment of 25 per cent. argyrol solution. Aside from some 
tearing there had been no especial discomfort. 

Examination showed a roughly quadrilateral area of thickened 
conjunctiva, occupying the middle third of the lower lid, some 
4 mm. in breadth, beginning at the lid margin, and covered by a 
yellowish-gray exudative membrane. This could be wiped away 
with little difficulty, except near the lid margin, where it ap- 
peared to infiltrate rather deeply the conjunctiva, and here, with 
the lid in position, it presented in a peculiar rounded projection— 
sort of an eaves, overhanging the Meibomian duct openings, and 
having its front daintily scalloped in symmetrical little segments. 

The lid could be easily everted, and there was not then—and 
I might here state, nor at any time subsequently—the deep infil- 
tration with stiffening of the lid-tissues, characteristic of diph- 
theritic conjunctivitis. Nor was there then or later, pain of any 
-account, on manipulation, nor secretion at any time, other than 
of a scanty mucoid character. 

During the following two weeks the plaque, maintaining closely 
its original dimensions, moved slowly down into the cul-de-sac, 
leaving, for the time being, the lid surface practically free from 
exudate, though the conjunctiva was still somewhat thickened. 
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Along the folds in the fornix the exudate showed glistening 
white, and followed up the narrow edge of the semilunar fold 
well toward the canthus. 

Now followed ten days of steady climbing upon the bulbar 
conjunctiva, until, apparently impeded by the denser tissue of the 
corneo-scleral ring, it came to a halt 4 mm. from the lower cor- 
neal limbus. 

After reaching the bulbar conjunctiva, the plaque had assumed 
a regular oval shape, 6 mm. vertical by 10 mm. horizontal length ; 
the exudate, symmetrically superposed, was pearly white, thick 
and quite hard at its centre, and sloped to within a millimeter of 
the margin of the red cushion on which it sat. The bulbar con- 
junctival vessels were now considerably congested over the lower 
half of the globe, and the patient complained of photophobia. 

After coming to a stand on the globe, there was a reappearance 
of the membrane on the lid, but it now was thin and friable, and 
from day to day would form and break into little islands, some of 
them, however, quite firmly attached and leaving a raw-looking 
surface when removed. 

-The upper lid, middle third, exhibited ai this time a thick de- 
posit of exudate, embracing the entire breadth of the free border 
and a narrow band along the conjunctival margin. This showed 
no tendency to spread, as it had done in the lower lid, though it 
obstinately held its position until the bulbar condition cleared up. 

During three weeks the appearance of the bulbar membrane 
varied but slightly. Occasionally it seemed to lose some of its 
periphery but would promptly replace itself.: A number of agents, 
short of the actual cautery, were employed, and it resisted them ~ 
all with ease. The nearest approach to a successful combatant 
I was able to place in the field was a 1 to 509 formalin solution. 
But its effect was not so marked as the first of three injections 
of tuberculin which were given at intervals of two days. On the 
third morning after the first dose, the exudate was gone so cleanly 
that it seemed quite impossible for it to re-establish itself within 
six days. But it did. 3000 units of diphtheritic anti-toxin later 
produced not the slightest effect. 

The membrane was so dense that it was difficult to penetrate it 
with a sharp point, as I found in attempting to remove particles 
from its deeper portion for culturing purposes. 

A fugitive increase of temperature of about one degree began 
to appear in the sixth week, and the right pre-auricular gland 
became markedly swollen. The increase in temperature was 
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quite irregular—only once was it present on three successive 
days, when it reached as high as 100°. The patient, however, 
began to look pale, and was losing flesh perceptibly. The intern- 
ist found no other cause than the eye to account for this, and the 
laryngologist gave a negative report on nose and throat findings. 

In the tenth week of the disease the cornea began to grow 
steamy, with an accompanying marked ciliary injection and high- 
grade conjunctival congestion. 

The epithelium gradually broke down over the corneal centre 
and part of the lower quadrant. The deeper epithelial layers in 
the lower half of the cornea were choked with a flocculent infil- 
trate. The iris was hyperemic and the pupil dilated sluggishly 
under alkaloids of cocaine and atropine. A drop of 2 per cent. 
fluorescein instilled, promptly diffused itself through the corneal 
tissue and appeared in the anterior chamber. 

Pari passu with the corneal involvement, the bulbar and palpe- 
bral conjunctiva cleared up, and when the exfoliation of the 
corneal epithelium. had reached its height, there was no particle 
of the membranous exudate to be seen. 

The thickened conjunctiva also rapidly subsided. 

The cornea required two weeks to heal completely, under treat- 
ment with atropine, xeroform, and light bandage, but even yet, 
three weeks later, the lower quadrant is somewhat nebulous, 
though gradually clearing. Vision is 15/38. The patient has 
regained her normal color and weight. 

In explanation of the employment of tuberculin in this case, 
it had come to my knowledge that the patient had for some 
weeks previous to the outbreak of the eye trouble been accus- . 
tomed to fondle and catry about in her arms, a small child which 
was in the last stage of phthisis. 

The fact that no tubercular eye-lesion of which I could find 
a description, psesented a pronounced exudative complication, did 
not seem to justify the exclusion of such a possible manifesta- 
tion of this protean disease, and I was the more inclined to test 
the effect of tuberculin from having a few months previously 
been able to follow a case, in Dr. Alt’s clinic, of conjunctival 
inflammation—not membranous however—but of most unusual 
aspect, which had resisted local treatment for a number of weeks, 
and which had gradually invaded the cornea from above, and 
was rapidly destroying the eye, when brought to a remarkably 
sudden termination by a single injection of tuberculin. 

The fact that my case did not show the characteristic reaction 
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as to temperature, following the injection of tuberculin, would 
seem to indicate that the temporary improvement was due simply 
to a moderate antitoxic effect on whatever micro-organism may 
have been present. 

This micro-organism, however, was never demonstrated. 
Smears made at all stages of the disease and examined by myself, 
and by others at various times, failed to reveal anything, with 
the exception that culture made on Loeffler’s blood-serum gave 
abundant and apparently pure growth of the xerosis bacillus. On 
agar-mixture no growth was obtained. 

On circumstantial evidence the xerosis bacillus might, in this 
case, fall under grave suspicion, and the question as to whether 
a possible variant of this saprophyte might not on occasion de- 
velop an affinity for living tissue, seems not an unreasonable one. 

Its unresponsive attitude toward the action of the diphtheritic 
anti-toxin, as above mentioned, does not, however, lend strength 
to the supposition of its kinship with the Klebs-Loeffler bacillus, 
other than morphologically and culturally. 


SIMPLIFIED OPERATION FOR CHALAZION. 


Robert Scott Lamb (Jr. A. M. A., December 24, 1910), in 
order to prevent the reforming of secretion in a not quite obliter- 
ated cyst wall, uses the following procedure: After anzesthetiz- 
ing the conjunctiva a chalazion forceps grasps the lid surround- 
ing the tumor and the usual incision of the conjunctiva and the 
sac beneath is made at right angles to the lid margin. The con- 
tents are then carefully removed with the curette and the bleed- 
ing controlled. A strabismus hook is then heated red over an 
alcohol flame, or an electric cautery point is used to gently touch 
the interior of the sac and so destroy the secreting surface. He 
finds this more satisfactory than the application of tincture of 
iodin or phenol which he has used previously and it has the ad- 
vantage over extirpation of simplifying the operation and the 
after-treatment and of lessening the trauma. 


| 
| 
| | 
| | 
i 


Ulceration of the Conjunctiva. 9 


ULCERATION OF THE CONJUNCTIVA WITH 
ADENOPATHY SIMULATING SPOROTRICHOSIS.* 


By Dr. V. Morax. 
Translated by A. Alt, M.D. 


The case here related is one of a most interesting eye affection. 
The clinical diagnosis could hesitate between sporotrichosis, 
syphilis, and tuberculsis. The study of the case has shown us 
that none of these infections was present, and that besides these 
definite affections we have to admit the existence of other in- 
fections the ztiology of which is not yet determined. 

Miss G. B., 24 years old, model in a great dressmaking estab- 
lishment, was sent to us on February 2d, 1910. For about ten 
days she has noticed a slight elongation of the right upper eyelid 
which changes her appearance and interferes with her work. 
She feels no affection of the eye itself. The patient has observed 
that a few days after the appearance of the lid affection, the pre- 
auricular and angular maxillary glands became quite swollen. 

The patient is taller than the average and has all the appear- 
ances of an excellent health. The asymmetry of the palpebral 
fissures is striking. The right palpebral fissure is much less open 
thari the left and a slight serous chemosis of the right bulbar 
conjunctiva is observed. This chemosis makes one think at once 
of the cedema which frequently accompanies a syphilitic chancre, © 
and in consequence the whole conjunctival surface was exam- 
ined; the more so since the marked auricular and submaxillary 
glandular swellings also pointed to a diagnosis in this direction. 

The lower palpebral conjunctiva is healthy and shows not 
even an abnormal hyperemia. The upper one, however, and the 
upper retrotarsal fold show manifest changes: a thickening with 
diffuse follicular infiltration of the retrotarsal fold and the pal- 
pebral mucous membrane, three small superficial ulcerations of 
yellowish color, and surrounded by a few follicles with more pro- 
nounced vascularisation of the mucous membrane. 

The right preauricular gland has the size of an almond; the 
angular maxillary glands form a slight elevation. 

The microscopic and bacteriologic examination of the secre- 
tion is made and pieces of tissue from the edge of the ulceration 
are used for culture and inoculation. 

The examination with the ultramicroscope proves negative, and 


*Annales d’oculistique, September, 1910. 
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the bacteriologic examination shows no special form of a microbe. 
The cultures and the inoculation, too, gave only negative results. 

The guinea pigs inoculated by the insertion of pieces of tissue 
under the skin of the abdomen were killed four months after the 
inoculation. They were healthy and showed no local or general 
infection. ‘ 

Beginning on February &th, in spite of the negative result of 
the cultures, the patient was given 2 grammes of iodide daily. 
At that time the condition of the lid and conjunctiva was hardly 


.changed, but the cedema of the bulbar conjunctiva had disap- 


peared. On the other hand the preauricular and maxillary 


_glands were much larger and painful. Each of them had reached 


the size of a pigeon’s egg and caused spontaneous pains, especial- 
ly at night, so as to interfere with sleep. 

February 11th. Same condition. The conjunctival ulcerations 
show a tendency to granulation and have lost their yellow appear- 


_ance, but the glands are just as painful. 


February 15th. The slight local improvement is maintained. 


_There is. no secretion. A small flap of conjunctiva is removed 


from the upper margin of the tarsus at the site of one of the 
ulcerations. New cultures and new examinations (ultramicro- 
scope) are made which are negative like the first ones. 

The patient feels slightly better and the palpebral fissure is 
wider. 

February 18th. .The glands are not more swollen and show 
no signs of softening. They are not as painful on pressure. The 
cedema of the conjunctiva has disappeared altogether and the pal- 
pebral fissure is larger. 

March Ist. The improvement has been going on steadily ; the 
patient continues the iodide treatment. The glands are much 
smaller, not painful, and the conjunctival lesions are so far healed 
that the site of the ulceration differs from the remainder of the 
mucous membrane only as small zone, which is a little thicker 
and a little more vascularized. 

Some blood is taken for a syphilitic serum reaction and sporo- 
agglutination. Wassermann’s reaction is- negative. The sporo- 


agglutination test made by our interne, M. A. Weill, is absolutely 


negative. 
March 8th. The angular maxillary glands can no longer be 
felt ; the preauricular gland is of the size of a pea. 
March 15th. The lids are wide open and symmetrical, the con- 
junctival lesions can no longer be recognized. The general health 
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is excellent and a few hypertrophied glands only can be found in 
the sterno-clavicular triangle. 

There has been no elevation of temperature, no interference 
with the appetite, nor any other general disturbance, but those 
due to the painful glands. 

Our patient suffered without any discernible cause from con- 
junctival ulcers complicated with a well marked hypertrophy of 
some glands, which slowly disappeared in about six weeks. 

The nature of these infectious lesions could not be determined 
by the usual methods which complete a clinical investigation. It 
seems the iodide treatment had a decided effect on the course 
of the affection, similar to the one we have noticed in cases of 
conjunctival sporotrichosis. 

This is, however, the only point which permits of an analogy 
between this definite infection and the unclassified affections of 
our patient. 

The negative result of sporo-agglutination as. well as of the 
cultures seems to be sufficient to dismiss the hypothesis of a 
sporotrichotic infection. 

On the other hand, the necessary characteristics and the in- 
fectious property for the guinea pig of a conjunctival tuberculosis 
were also wanting. 

There remains syphilis. Our patient showed no other mani- 
festations; and if we think of a primary or secondary affection 
it would appear astonishing that the examinations with the ultra- 
microscope should not have shown some treponemata. I would 
not draw any conclusions from the negative Wassermann test. 

Aside from the clinical symptoms, the absence of the bacillus 
of Ducrey in the exudation from the ulcers permits us to discard 
the hypothesis of soft chancres. 

Can we bring this case under the head of Parinaud’s conjuncti- 
vitis? I do not think so; for the pretty narrow localization and 
the purely ulcerative character of these lesions have produced a 
clinical type distinct from the one described by Parinaud. I 
thought I should publish the case, in spite of the impossibility of 
coming to a conclusion, in order to show that among the in- 
fectious processes in the conjunctiva accompanied by adenopathy 
there are some which cannot be reckoned with as conjunctival 
tuberculosis, or syphilis, or sporotrichosis. 
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SYPHILIS AND INTERSTITIAL KERATITIS IN 
CHILDHOOD.* 


By J. Beauvirux, M.D. 
Translated by Adolf Alt, M.D. 


When in 1863 Hutchinson recognized the interstitial keratitis 
as a manifestation of hereditary syphilis he based his conviction 
on a certain number of coexisting symptoms. His opinion was 
discussed freely by the ophthalmologists of that time. We do 
not intend here to revive the many polemics which this author's 
assertions, so full of truth and good sense, have then and since 
brought forth. We want only to cite among those who adopted 
the new creed: Lawrence, Galligo, Haller, Taylor, Watson. 
Based on numerous observations and after a profound study, 
they induced the new ophthalmic school to consider the new con- 
ception as classic. 

Giraud-Teulon, Panas, Dolbeau and some others contested 
the influence of syphilis in the causation of interstitial keratitis 
in childhood. The dogmatic arguments which they produced 
are without solid foundation. We shall speak of these further 
on. 

At this time the discussion turns around two points in special : 
(1) Are all cases of interstitial keratitis due to syphilis? and (2) 
When this diathesis has been recognized as the undoubted 
ztiological factor, is the anti-syphilitic treatment of real value in 
the eradication of the disease? 

Being placed in an admirable position at the Children’s Hos- 
pital to observe this frequent affection, we have at the instance of 
Professor Lagrange, again studied this problem which is such 
an important one in ocular pathology. This study concerned 
particularly the pathological and therapeutic side of the question, 
with a view to answering the two points just mentioned. 

A diffuse infiltration of the cornea in childhood or youth does 
not a priori give the idea of syphilis in the parents. There is a 
whole group of parenchymatous forms of keratitis with a special 
etiology in which the prime factors are tuberculosis, lepra, 
malaria, influenza, rheumatism, gout, etc.. It is possible that 
most of the cases reported as non-syphilitic must be referred to 
one of these factors. We have scanned carefully all of the litera- 


ture on this subject. While Hirschberg, Schmidt, Cohn and 
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Davidson note about 5 to 6 per cent. as due to the syphilitic dia- 
thesis, Pulcheria Jakawlewa, Parinaud, Theobald, Saemisch, 
Leplat, Diez and Baslini count about 50 to 60 per cent.; some 
even 80 per cent. These last authors seem to come nearest the 
truth. 

In the great majority of these cases of interstitial keratitis, 
aside from the diffuse infiltration, show little likeness to Hutch- 
inson’s keratitis. They differ from this by their more rapid 
evolution (about two or three months); by the absence of the 
three well defined clinical stages (period of infiltration, vasculari- 
sation and clearing up), the less frequent participation of the 
uveal tract in the inflammation; finally the lack of stigmata of 
hereditary syphilis. The course of an interstitial keratitis due to 
hereditary syphilis is quite different, as it is described in all the 
classic treatises and as oculists have seen it many times in their 
practice. 

Panas and his disciples have gained many followers by deny- 
ing that the etiology of the true diffuse keratitis is always a 
specific one. According to them there is quite frequently no sign 
in the history of the case which would permit of a suspicion of 
this diathesis, in spite of the most careful and minute research. 
The affection must therefore be due to an unproven and very 
problematic syphilis ; in the statistics many cases are very doubt- 
ful; thence the great diversity of the opinions of the clinicians. 

Panas says that these suspect cases of keratitis are not syphi- 
litic; they have a quite different etiology, and it is simply pre- 
suming to put this cause always at the head. Panas goes further, 
in cases in which the diathesis is acknowledged by the parents, 
or in which stigmata of hereditary syphilis are found, the paren- 
chymatous keratitis is not a direct result of the syphilitic poison ; 
we have to deal with a disturbance in nutrition, with a cachectic 
or dyscrasic lesion of the cornea. On account of its heredity the 
child is born with less resisting power, and weakened; its kerati- 
tis resembles in all its points to the one due to rhachitis, tubercu- 
losis, lepra, etc.; the lesion may even be a tubercular, arthritic or 
leprous one, coming on in a specific child. In one word, we are 
in the presence of a para-syphilitic (Fournier) affection, having 
very little to do with the infection under which the individual 
is laboring. 

In order to solve these differences, we have thought best to 
use the results obtained by the Wassermann reaction in the 
ztiological diagnosis of all the cases of interstitial keratitis. Ac- 
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cording to our observations a comparison can be made between 
the cases in which the cause is certain, those in which it is prob- 
able, and finally those in which it is permissible to hesitate, in 
which the conviction of the physician is based solely on the form 
and evolution of the affection. Especially in the latter class the 
problem is interesting, for no symptom explains the etiology, and 
the observer may reject syphilis in good faith. 

Before going further, let us say a few words on the Wasser- 
mann reaction in the retrospective diagnosis of the infection with 
the spirochzte of Schaudinn. Statistics give us a right to believe 
in this method since the results are almost identical. According 
to Sabrazés and Eckenstein, the sero-reaction was positive in 15 
out of 17 cases of hereditary syphilis, twice doubtful, which make 
a percentage of 88.2. Levaditi found 88 per cent.; Mauriac in 
his thesis compares his own observations (76.4 per cent positive ) 
with those of the foreign authors (81 per cent). He concludes 
from his 306 cases as follows: “A series of positive reactions 
is a most serious indication in favor of the presence of syphilis ; 
one negative result does not permit of the conclusion that it is 
absent, because a few days later a positive result may be ob- 
tained. The results are greatly influenced by the treatment, 
which seems to act the better the more recent is the syphilis.” 
It is known that some other diseases may give a positive reaction, 
as lepra, the sleeping sickness, the affection produced by the 
“dourine”; in one word, the spirilloses, the trypanosomiases. 
But in our country we may say that the blood of syphilitics gives 
affirmative results and we may conclude in the diagnosis the 
Wassermann reaction is of real usefulness. 

This fact being well established we will return to the etiology 
of the interstitial keratitis. Jeanselme and Morax attribute the 
affections of the cornea and the uveal tract to the presence of the 
spirochete of Schaudinn within the tissues. If this had been 
established as a fact by bacteriological examinations it would 
strongly support the views which we try to bring out in this 
paper; it is probable that these disorders arise from a pathology 
similar to that of the parenchymatous keratitis due to tuberculo- 
sis. It is known that Zimmermann and Hilbert have been suc- 
cessful in finding the Koch bacillus in the diseased membrane 
and put the infiltration of the parenchyma to the account of this 
microorganism. Why should the spirochete not act in the same 
manner? Why should it not be the direct cause of the pathologi- 
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cal process? This is simply an assumption, but several clinical 
and experimental facts seem to confirm it. 

After Haab, Thier, Hans Bab, Sabrazés and Dupérié have 
made a series of sections of eyes from foetuses with hereditary 
syphilis, they have found the spirochzte of Schaudinn present 
in great abundance in the cornea, and with a healthy cornea in 
the uveal tract (feetal iridocyclitis). We have seen these latter 
sections and find them correct. In this case the authors conclude: 
“That, if the child had continued to live the cornea would surely 
have become affected, since a heredito-syphilitic interstitial kerati- 
tis is almost always the result of such lesions.” 

Jossolino, on the other hapd, having made repeated experi- 
ments with intervals of several years by inoculating dogs with 
spirochete succeeded in producing in a certain measure the symp- 
toms of an interstitial keratitis. The following are his important 
conclusions : 

“(1) Human syphilis inoculated in the dog produces a true 
and typical form of interstitial keratitis. 

“(2) In the initial period the pathological changes are con- 
fined to the corneal parenchyma and the cornea-scleral junction, 
without affection of Descemet’s membrane or its endothelium. 

“(3) The endothelial changes come on at a later period when 
the ciliary body and iris have begun to take. part in the patho- 
logical process.” 

It is useless to further insist on the importance of such demon- 
strations concerning the ztiology of parenchymatous keratitis. 
We believe, that the Wasserman reaction strengthens the diagno- 
sis and renders the action of the syphilitic diathesis in the evolu- 
tion of these affections more evident. 

We have been able to collect twelve observations; the serum 
reaction was made with the greatest possible care and the most 
scrupulous impartiality at a time when ten of the cases had not 
yet received any treatment: ‘ 

Case L—N. L., 11 years; double interstitial keratitis, more 
pronounced in the right eye, in the infiltration period; began a 
month previously. No treatment. 

Hereditary antecedents: Generai skin eruption in the mother 
six months after her marriage, accompanied by severe headaches 
at night. Four children, no miscarriage. The patient is the sec- 
ond child. Father denies syphilis. 

Personal antecedents: Born at term; symptoms of rhachitis. 
Weighs 24 kgr. Ragades at labial commissures, Hutchinson’s 
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teeth. No deafness, nor articular manifestations. Lungs normal. 

Wassermann positive. 

Case II.—M. F., 15 years; has double parenchymatous kerati- 
tis in the infiltration stage L.; R. vascularization. Began 3 
| months ago. No treatment. 
| Hereditary antecedents: Father died 36 years old, of general ‘ 
paralysis. Mother was twice pregnant. No miscarriage. De- 

nies syphilis. 

Personal antecedents: Poorly nourished child. Weighed 6 
kgr. when 13 months old. Now apparently of good health. 
| Hutchinson teeth, ragades at the lips and chin, palative arch 
| high, no deafness, no cranial or articular deformities. Ausculta- 
tion negative. 

Wassermann positive. 

Case III.—P. F., 18 years. Double parenchymatous keratitis, 
18 months old, without vascularization. This is a very refractive 
case with evident participation of the uveal tract (posterior iris 
synechiz, pupil misshaped and does not dilate with a mydriatic). 
Treated regularly with syrup of Gibert, cod liver oil, salt baths, 
etc., since its beginning. 

Hereditary antecedents: Father died when 38 years old from 
general paralysis due to an acknowledged syphilis. Mother was 
twice pregnant, one dead child and the patient. She has an oculo- 
motor paralysis. ) 

Personal antecedents: Child weak since birth; bridge of nose 
sunken, Hutchinson teeth, no other signs of hereditary syphilis. 
Auscultation normal. 

Wassermann negative. 


Case IV.—F. D., 13 years. Affected for about there months. 
R. E. Interstitial keratitis with slight iridocyclitis. Has been 
treated for about three weeks. 

Hereditary antecedents: Father acknowledges syphilis; has 
been treated very irregularly. Mother had three pregnancies, 
the first ended in a miscarriage at a month and a half; since two 
healthy children. 

Personal antecedents: Fairly good general health. No arthro- 
pathy, no deafness, multiple ragades on the lips, teeth normal, no 
cranial difficulty. Auscultation negative. 

Wassermann positive. 

Case V.—M. V., 14 years. Had an attack of interstitial kera- 
titis 3 years ago which lasted 6 months, being treated as non- 
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specific. For about two weeks the left eye has shown the same 
affection. No treatment. 

Hereditary antecedents: In spite of the most careful search 
no specific sign found on the father. The mother was pregnant 
eight times, there were two miscarriages and three children died 
in early infancy from unknown causes. 

Personal antecedents: The patient is the seventh child. She is 
weak and has shown many signs of rhachitis. Lungs normal. The 
only stigma are defective teeth, incisors notched and a very high 
palate. Ears and joints normal. 

Wassermann positive. 

Case VI—M. C., 14 years. Has suffered for fifteen months 
from double parenchymatous keratitis, which having passed 
through the stage of vascularization, shows no sign of clearing 
up. The infiltration remain dense. Numerous synechie of the 
iris show the participation in the inflammation of the uveal tract. 
Was at first treated at the Childsen’s Hospital with syrup of 
Gibert, not since. 

Hereditary antecedents: Illegal child. 

Personal antecedents: Enjoys good health. Numerous 
ragades on the lips and chin, Hutchinson teeth, sclerosis of the 
tympanum, painless hydrarthrosis with great swelling of the left 
knee. 

Wassermann positive. 

Case VII.—H. P., 12 years. Has had for two weeks an inter- 
stitial infiltration of the right cornea, especially in the centre. 
L. E. normal. Mixed treatment has been instituted a week ago. 

Hereditary antecedents: Mother died of emphysema when 32 
years old. She was pregnant three times, the first ended in a 
miscarriage after a month and a half. The patient is the second 
child. Father denies all specific infection. 

Personal antecedents: Very large at birth, she became soon 
rapidly quite thin without known cause. Ever since health deli- 
cate, rhachitis, repeatedly bronchitis. No evident lung lesion. 
Cranium malformed (high forehead, eyes sunken, palate high). 
Teeth and joints healthy. 

Wassermann positive. 

Case VIII.—M. G., 18 years. Has suffered from double inter- 
stitial keratitis for 3 years. In spite of continuous anti-syphilitic 
treatment with numerous tonics added the affection does not 
clear up. Deep infiltration of both corneze without any vasculari- 
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zation. Torpid iridocyclitis of the same nature as the corneal 
affection. Tension slightly diminished. 
Hereditary antecedents: An orphan since her 10th year. 
Personal antecedents: Apparently good health. Notched 
teeth ; sclerosis of the right tympanum. No other stigmata. 
Wassermann negative. 


Case IX.—H. C., 11 years. Double interstitial keratitis, more 
pronounced in R. E., beginning vascularization. Treatment or- 
dered. Two months later he returns with a very grave double 
iridocyclitis; numerous posterior synechiz, hypotonus manifest. 
Sees barely enough to get about. After six months treatment 
(syrup of Gibert, salt bath, tonics, injections of cyanide of mer- 
cury) slight improvement. The hypotonus has disappeared. 
Fingers at 1 metre. Corner unchanged. 

Hereditary antecedents: Father denies syphilis, yet acknowl- 
edges having had a non-syphilitic (?) chancre. The mother was 
pregnant 6 times, with two abortus at eight months without ap- 
parent cause. 

Personal antecedents: Child enormous when born, then rapid- 
ly getting thin; sickly ever since; bronchitis, vomiting frequently, 
etc. Double sclerosis of the tympanum, ragades on the lips and 
chin, notched teeth, hyperostosis of the tibia, and double hydrar- 
throsis of the knee joint. 

Wassermann positive with the blood and the fluid from the 
joints. No spirochete. 

Case X.—J. L., 8 years. Was attacked by a diffuse parenchy- 
matous keratitis of the left eye with manifest iridocyclitis about 
two weeks ago. Four days ago the right eye began to get in- 
flamed. 

Hereditary antecedents: The father denies syphilis absolutely, 
and seems to be of excellent health. The mother was pregnant 
five times, the first two times abortus took place (five and a half 


months); the two following children died a week after birth. - 


The patient is the fifth. 

Personal antecedents: Very fat when born, the child began 
to get thinner two months later. Health precarious ever since. 
At four years pneumonia. As only stigma, Hutchinson’s teeth. 

Wassermann positive. 

Case XI.—A. L., 22 years. Double interstitial keratitis, in the 
stage of vascularization in the left eye, started one month ago. 

Hereditary antecedents: Parents and patient deny syphilis in 
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spite of the most pressing interrogations. The mother had seven 
pregnancies, one miscarriage, five children died in the first few . 
days after birth. 

Personal antecedents: The patient was very delicate during 
childhood. He states that he is alive only on account of the good 
care taken of him. Repeated bronchitis, no tubercular lesions. 
Face characteristic, nose flat, retracted at the base, numerous | 
ragades in the face. Notched teeth, pronounced deafness of both 
ears, sugar loaf head. 

Wassermann positive. 

Case XII.—M. C., 10 years. Double interstitial keratitis. Pro- 
found infiltration, accompanied by whitish yellow nodules which 
are probably gummata. The lesions are situated at the pupillary 
margin. Violent inflammation of the uveal tract, numerous 
synechiz, hypotonus. Condition very grave. The disease began 
about three months ago. Mixed treatment. Subconjunctival in- 
jections of cyanide of mercury. 

Hereditary antecedents: Syphilis is energetically denied by 
the parents. The mother had fifteen pregnancies, four of which 
ended in abortus. Nine children died between two days and 
three months after birth. The patient is the eleventh. 

Personal antecedents: Rapid loss of flesh after birth; general 
health poor since the second month after birth ; muco-membran- 
ous enteritis, bronchitis frequently. Lungs normal. Typical face, 
multiple ragades, poor dentition, incisors notched, deafness, 
hydrarthrosis, double with exostoses of the tibiz. 

Wassermann positive with the blood and the fluid from the 
joints. No spirochete found in the organic fluids. Rapid im- 
provement under mixed treatment. 

These twelve observations concern, then, cases of interstitial 
keratitis, most of which from the clinical examination can be 
primarily referred to hereditary syphilis ; the characteristic aspect 
of the patients, the more or less numerous stigmata which each 
of the patients presents, the nature aad evolution of the affections, 
force the observer in a certain measure into conviction. And, yet, 
is syphilis proven by the questioning? No, except in two cases. 
In two the patient, an orphan, could tell us nothing. It is true 
that in the other eight cases a minute examination of the history 
gave us numerous abortuses, still born children or children dead 
from unknown causes some time soon after birth; facts which 
remind one forcibly of a specific diathesis. In spite of all this a 
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doubt is permissible and such cases may fit the opinion of Panas. 

What conclusions shall we draw from our results obtained with 
the Wassermann reaction? These forms of keratitis with diffuse 
infiltration in child or adolescent are specific lesions. The field 
is infected with the spirochzte and the rapid loss of flesh after 
birth, the weakness in youth indicate a profound alteration 
of the organism. We do not understand why some authors see 
in the corneal manifestations a parasyphilitic pathological process, 
dyscrasic and of a quite different nature, when the general con- 
dition of the patient is decidedly under the influence of the 
syphilitic poison. For us the keratitis is the direct consequence 
of the hereditary diathesis and not a tuberculous, scrofulous or 
rhachitic affection coming on secondary in an individual tainted 
by parentage. 

Nobody doubts the etiology of these arthropathies, these 
chronic otitides, these bone deformities which often accompany 
these corneal lesions. Who would deny the frequently specific 
origin of the cases of infantile neuritis, atrophy of the optic 
nerve, retino-choroiditis, pigmentary retinitis in the young? Are 
these lesions in lesions of the child not the late manifestations of 
the syphilis of the parents? The eye through its rich vascularity, 
its intense function, its delicate structure seems really to invite 
such early localization of the pathological process, and every day 
the clinical experience proves this to be the right view. 

This near-certainty of the zxtiology becomes certain by the 
results obtained with the Wassermann serum reaction; ten of our 
twelve cases were affirmative which means 83.3 per cent. It is 
remarkable how closely this tallies with the statistics mentioned 
above. Two cases were negative; they do in no way weaken the 
value of the method in our opinion, the explanation being a very 
simple one, as we shall presently see. We, therefore, recommend 
the completion of the clinical diagnosis, whenever possible, by 
the help of the proof in the laboratory. When this is positive the 
conclusion appears certain that the interstitial keratitis is due to 
parental syphilis. 

The consequences of this conclusion as to the treatment to be 
instituted are plain. Everybody knows that this is a point even 
more disputed than the etiology of the affection. 

Adopting the ideas of Panas of the non-specific nature of this 
disease, the treatment seems very simple. It directs itself against 
the weakened organism of the child suspected of paratuberculosis, 
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of lymphatism. But many clinicians, although they admit the 
presence of venereal lesions in the history of the patient, praise - 
the same medication ; since the lesion is of dyscrasic, parasyphilitic 
origin no benefit can accrue to the child from mercury. The 
lymphatisms, the rhachitis must above everything else be at- 
tacked, and in general reconstructives are in place, like cod-liver 
oil, different tonic syrups, salt baths, air cures, etc., etc. 7 

We think this too exclusive. Since the Wassermaun reaction 
the history, the concomitant stigmata affirm in a manner which 
cannot be doubted the presence of hereditary syphilis, the real 
cause must lie in this; it is this we must attack by an appro- 
priate treatment. 

Mercury is an excellent adjuvant in order to improve the gen- 
eral health of the individual, in order to evade or eradicate the 
late manifestations of syphilis (atrepsy, rhachitis) which prevent 
the child from resisting victoriously to the attacks of the disease. 
The mixed treatment is directly called for by the causal factor. 
Potassium iodide and mercury together are under these condi- 
tions most useful and their exhibition is obligatory. 

Two of our patients had been treated for several months before 
the Wasserman reaction was made. In these two cases it was 
negative, due probably to the influence of the well directed and 
continued treatment. Is this not also a serious support in favor 
of the specific treatment? The negative Wassermann at once- 
indicates the beneficial action of the mercury on the organism of 
the child. These facts, moreover, agree with the statistics ; while 
83 per cent. of the not treated cases of syphilis give a positive 
reaction, only 45.7 per cent. give it after a mercurial treatment 
( Levaditi, Mauriac). 

We go further, even admitting that the corneal lesions are only 
secondary and that they do not directly result from the hereditary 
syphilis, still this method of treatment is the best. For, if the 
keratitis follows a lack of nutrition in a defective child, this dycra- 
sia can only be fought by attacking the cause of the weakness, 
ie., the syphilis. There is no obstacle of combining this treat- 
ment with the reconstituents which some authors praise. We 
gladly agree that the mercury and potassium iodide should be 
employed together with cod-liver oil, salt baths, iron, etc. The 
usefulness of these tonics cannot be contested; they strengthen 
the properties of the mercurials. In this manner the treatment is 
rational and we can hope for good clinical results. 
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Among our cases there were two who showed themselves re- 
bellious against all treatment, and the infiltration of the cornea 
persisted for 18 months after its beginning. This is a point in 
the pathologic evolution which still appears very obscure. All 
other cases, especially those very grave ones with participation 
of the uveal tract, have grown manifestly better as soon as the 
mixed treatment was installed. In one case, which by mistake 
had been diagnosed as one of the trachomatous pannus and re- 
mained stationary, the Wassermann test showed us the syphilitic 
origin, and it got well very rapidly. 

We consider the results furnished by the laboratory process 
of a precious usefulness in the search for syphilis as an etiologic 
factor. The doubtful cases are in the manner made clear and re- 
ferred to their real cause. We heartily recommend to the oculists 
to make this test whenever possible. They will then find that 83 
per cent. and perhaps more of the cases of infantile interstitial 
keratitis are due to the syphilitic dyscrasia. These corneal infil- 
trations are of the same origin as most of the infantile cases of 
atrophy or inflammation of the optic nerve, or retinitis or retino- 
choroiditis and therefore demand the same treatment. 

It is of imperative necessity to combine the mercury with the 
tonic medication. This is acting like true clinicians, because 
thus we combat a certain ztiology and pathology, since we know 
the cause, thanks to the modern processes of diagnosis of syphi- 
litic affections whatever their form. Contrary to several authors 
(Fromaget, Treacher Collins), we believe in the efficacy of the 
specific treatment under such conditions. It is as rational in the 
acute cases as in the grave ones; it distinctly influences the dura- 
tion and evolution of the affection; thanks to it we fight success- 
fully against the lesion itself as well as against the general state 
of the individual’s body which is weakened by.the diathesis. 
Fromaget says: “The keratitis heals‘the quicker, the younger and 
the stronger the child.” We believe this exactly, but a good 
means to rebuild this weakened body, is to institute at once and 
energetically an anti-syphilitic treatment. The conclusion is ap- 
parently clear and natural, and we may without risking to make 
a mistake, enunciate the following aphorism: “Whoever says 
infantile interstitial keratitis, says almost always combined specific 
and tonic treatment.” 
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ABSTRACTS FROM MEDICAL LITERATURE. 
By J. F. SHoemaker, M.D., 


ST. LOUIS, MO. 


AUTOINTOXICATION AND ALLIED INTESTINAL 
TROUBLES. 


AS A POSSIBLE CAUSE OF CERTAIN VASCULAR AND FUNCTIONAL 
DISTURBANCES OF THE EYE, 


Hiram Woods (Jr. A. M. A., August 13, 1910) discusses 
several forms of ocular disturbance that he feels we are justified 
in believing come from autointoxication due to constipation. 
They are certain forms of blepharitis and conjunctivitis, and 
recurrent circum-corneal injection, recurrent asthenia of the 
ciliary muscle and spasm of accommodation. He directs atten- 
tion to other causes of these disturbances which must first be 
excluded before autointoxication can be assigned as the cause. 
Thus, lacrimal obstruction very frequently causes hyperemia of 
the lids and conjunctiva, while errors of refraction and muscular 
imbalance is probably the most important of the recognized 
causes of functional troubles of the ciliary muscle as well as of 
lid and conjunctival hyperemia. 

Cases are met, however, where none of these recognized causes 
are present or if present our best efforts fail to cure. If relieved 
for a time they soon relapse. Why do they not stay cured? If 
these relapsing eye troubles, are to be attributed to remote dis- 
turbances a second essential is that the ocular trouble be more 
or less constantly associated with symptoms of the supposed 
causative disease. He says: “If one of the three classes of eye 
trouble occurs when the patient is constipated, when he has 
periods of neuralgia, when he is suffering from what he calls 
nervous ‘dyspepsia’; if local remedies do not relieve, or, at the 
most give only temporary relief; if all these symptoms, including . 
those of the eye, clear up when the remote trouble is removed, 
then we are justified in suspecting causative relation. If these 
simultaneous eye and remote troubles occur not once, but repeat- 
edly, and if they occur not in one, but in many patients, this sus- 
picion becomes a conviction.” 

The pathogenesis of these ocular disturbances has not yet been 
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explained. There are good reasons, however, for calling it auto- 
intoxication. Thus there are present in well known infectious 
diseases, such as the exanthemata, conjunctival hyperemia and 


_ “vasomotor” blepharitis ; and again, ciliary involvement, ranging 


from transient asthenia to complete and stubborn paralysis, occurs 
in such infectious diseases as typhoid fever and diphtheria. Then 
in such diseases as nephritis, diabetes and occasionally in preg- 
nancy, where toxins are formed, although the diseases are not 
infectious, we sometimes find similar eye troubles. And lastly, 
the work of de Schweinitz and Fife seems to have proved the 
association between intestinal disorders and uveitis, and hence 
there is good reason to believe that the intestines are the source 
of the autotoxic influences in these other disturbances. However, 
until the physiologist and chemist blaze the way the diagnosis 
of autointoxication must be a matter of inference. Woods says 
in conclusion: “I think that there is enough association between 
the eye disturbances named and manifest symptoms of autoin- 
toxication from constipation to justify the belief of causative 
relation. There is reason to think that the same eye troubles 
can follow intestinal lesions which do not essentially produce 
toxic products. It seems that the physiologic chemist is not yet 
in a position to help us much in proving the diagnosis, and that 
until he is we must study these obstinate cases from a clinical 
standpoint only. If we are ever to explain them or to relieve 
them, we must view the eye as the receiving as well as the send- 
ing end of what we call remote disturbances.” 


THE ANOMALIES OF OCULAR DOMINANCE. 


G. M. Gould and A. C. Durand (Med. Record, July 23, 1910) 
conclude, from the histories of perhaps 100 patients, that possibly 
3 per cent. of the persons with eyestrain suffer from anomalies of 
ocular dominance. About 8 per cent. of little children are at 
first left-handed and in perhaps 75 per cent. of these there has 
been an attempt made by parents, teachers and school-fellows, to 
get the child to use the right hand. This has been a mistake and 
has done harm, but has succeeded in the greater number of the 
cases. Heredity has no influence in the production of right- 
handedness or left-handedness except as it has influenced the 
shape and size of the eyeballs. Whether the child is to be right- 
handed or left-handed is determined in the first year or two of life 
by the dominance respectively of the right or left eye. This 
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dominance is established by the better vision of one or the other 
eye usually due to the less incapacitating ametropia existing at - 
the time the child begins using its hands and arms from volition. 

The attempt to change the habit of left-handedness, whether 
already established or only being established, causes awkward- 
ness, liability to accidents, incapacities, and it handicaps more 
or less during all subsequent life. The fact that it is so difficult, 
and in many cases impossible to get the child to use the right 
hand by preference, shows that there is something more than 
mere handiness at work. This something, the authors claim, is 
the preceding and causal dominance of a single eye. It is natural 
and inevitable that there should be reversal of dominance as life 
goes on in some cases. The change of the errors of refraction 
during youth is one cause of the reversal. This or some other 
condition may affect the vision of the dominant eye so that it 
becomes much poorer than the fellow eye when the dominance 
may be transferred to the eye with the better vision. 


MYDRIATICS AND MYOTICS IN INJURIES OF THE 
LENS FOLLOWING DISCISSION, TO HASTEN 
DISSOLUTION AND ABSORPTION OF THE 
LENS SUBSTANCE, AND TO CLEAR THE 
PUPIL AREA OF FRAGMENTS OF 
OPAQUE CAPSULE. 


Henry W. Wandless (Arch. of Oph., May, 1910) discovered 
several years ago that the alternate use of atropin and eserin 
hastens very materially the absorption of lens substance after 
discission, and he has, accordingly, been employing this method 
of treatment in all such cases since then and:also in cases where 
shreds of opaque capsule obstruct the pupil after the ordinary 
cataract extraction, and finds it of very great value. He thinks 
an explanation of its action may be on the theory that “the 
atropin flattens the lens and squeezes out dissolved lens sub- 
stance to be carried off by the constantly changing aqueous, and 
eserin allows the lens fibres to relax, the lens becoming loose and 
sucking up within its fibres fresh aqueous.” At any rate he has 
found that the alternate use of mydriatics and myotics has ex- 
actly this effect. In persons over twenty years of age he em- 
ploys atropin and eserin while in children or persons under 
twenty homatropin and pilocarpin may be used. Concerning the 
method of using this treatment, he says: “Atropin should be 
used four or five times in twenty-four hours, continued from 
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one to three days, followed by eserin solution three or four times 
daily for the same period or until the former is overcome. A 
day or two of rest should then intervene. An exact length of 
time for each alternate treatment cannot be stated, as each case 
should be treated on its own merits. Homatropin and pilocarpin 
may be alternated daily—that is one used for twenty-four hours, 
followed by the other, but the former should be used every two 
or three hours, and the latter every four or five hours.” 


OPHTHALMIC STUDIES IN CHRONIC INTERSTITIAL 
NEPHRITIS. 


Luther C. Peter (NV. Y. Med. Jr., Aug. 20, 1910) says that the 
presence of eye ground changes in any case of chronic nephritis 
indicates a chronic pathological process. While hemorrhages 
may appear suddenly, still a careful examination will reveal in 
addition to the hemorrhages changes that are of long standing. 
He thinks the term “albuminuric retinitis’ misleading inasmuch 
as it suggests but one phase of the eye phenomena of this dis- 
ease, it being used to describe a typical picture which occurs in 
a minority of cases. More frequently there is present a milder 
form, which may develop into hemorrhagic or albuminuric retini- 
tis, but which may be cured or kept from further development 
if properly treated. He examined a series of cases of chronic 
interstitial nephritis and concerning his findings says: “I found 
the most frequent form of ocular disturbance to be a mild retini- 
tis, showing a haziness of the retina, a slight venous engorgement, 
beginning contraction of form fields, and usually considerable 
narrowing of color fields. Central vision in these cases is rarely 
disturbed. In others there is added a gradual involvement of the 
papilla, a beginning overcapillarity, haziness in outline, an in- 
creasing engorgement of the veins and slight contraction of the 
arteries, striation of the retina about the disc, and an occasional 
small hemorrhage on the disc or in the retinal layers.. In these 
cases central vision begins to show some loss, and fields for form 
and color show increasing contraction. -If the ne 1roretinitis is 
progressive hemorrhages increase in number and size, atrophic 
areas make their appearance around the macula and disc, and 
gradually but surely that classic phenomenon to which the term 
albuminuric retinitis has been ascribed, makes its appearance. 
Blindness may suddenly appear as the result of hemorrhage 
into the macular region. In a relatively small number of cases 
an embolism into a branch or central artery may occur, or throm- 
bosis of the vein may be the cause of sudden blindness. A final 
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condition and one which usually occurs very late in the disease 
is typical papillitis or choked disc. This latter condition may be ° 
so marked as to suggest the papillitis seen in intracranial disease 
and associated with it may be found the so-called albuminuric 
retinitis. Other conditions, as involvement of the choroid, retinal 
detachment, etc., may be observed but the conditions briefly de- 
scribed above are in the main the eye symptoms usually ob- 
served Seriatim as given.” 

Peter found in all the cases examined an increased blood press- 
ure, 150 mm. to 225 mm., and the severity of the symptoms found 
seemed closely related to the degree of increase in blood press- 
ure. 

The relation of elimination, blood pressure, and eye symptoms 
was also investigated. As a result of his studies the author offers 
the following conclusions : 

1. Increased blood pressure is probably the chief cause of eye 
changes found in chronic interstitial nephritis. 

2. Defective elimination may also play a part in their produc- 
tion, but is more closely related to the toxic symptoms of the 
eye. 

3. Eye phenomena are an aid in diagnosis and prognosis in this 
form of chronic Bright’s disease. 

4. In order to prevent, if possible, the more serious forms of 
eye changes, an early diagnosis is necessary. 

5. In diseases involving the renal and arterial systems a joint 
study by internist and ophthalmologist is productive of the great- 
est amount of good to the patient and to the physician. 


TORSION OF THE EYEBALL. 


Dr. Kerfoot Shute (N. Y. Med. Jr., July 16, 1910) demon- 
strates an ophthalmotrope devised by him for the study of the 
movements of the eyeball and calls attention to the prevalence 
of erroneous views that are being taught in works on anatomy, 
physiology, and ophthalmology in reference to physiological and 
pathological torsion of the eyeball. He says in conclusion: In 
studying the movements of the eye three very distinct and separ- 
ate portions of the cornea are to be noted, viz.: 1. The apex of 
the cornea; 2, the horizontal meridian of the cornea and its outer 
or temporal extremity, and 3, the vertical meridian of the cornea 
and its upper extremity as observed in the primary position of 
the eyes. The position of the apex of the cornea at the end of 
a version of the eye is ascertained in reference to rotations around 
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two fixed lines in Listing’s plane,—a vertical and a horizontal 
axis. Rotations about the vertical and transverse axes in this 
plane can be compounded into rotations about any intermediate 
axis. The amount and character of the deviation of the apex of 
the cornea are noted in reference to the point of intersection of 
the fixed vertical and horizontal lines in Listing’s plane; in other 
words, in reference to the location of the apex of the cornea in 
the primary position of the eye. 

The amount and character of the virtual torsion of the eye 
are ascertained by noting the tilt, one way or the other, of the 
upper end of the vertical meridian of the cornea in reference to 
the vertical plane through the whole length of the line of fixa- 
tion, and by regarding the eye along the lines of fixation and not 
by regarding the eye along a fixed anteroposterior axis perpen- 
dicular to Listing’s plane. Further, we must rigidly distinguish 
between actual rotations, or versions around axes in Listing’s 
plane, and virtual rotations or torsions around the line of fixation 
of the eye. 


THE NEW TREATMENT OF SYPHILIS. 
(Ehrlich-Hata.) 


OBSERVATIONS AND RESULTS. 


- Henry L. Elsner (Jr. A. M. A., Deceniber 10, 1910), who has 
visited Ehrlich at his laboratory and has seen Wechselmann and 
Citron use the Ehrlich-Hata treatment for syphilis in Berlin, has 
used this treatment in his private and hospital practice since his 
return. From his experience he believes the following conclu- 
sions are justified : 

1. The treponema, otherwise known as the spirochete pallida, 
is positively destroyed and the living contagion of syphilis is 
promptly removed by the Ehrlich-Hata remedy. 

2. The preparation “606” promptly and favorably affects visi- 
ble and palpable syphilitic lesions. It also removes deep-seated 
gummata. 

3. The remedy stays the destructive and onward march of 
syphilitic ulcerations and causes their healing in a surprisingly 
short time. 

4. It is more rapid in its effect on specific disease than any 
other known remedy. 

5. It is likely to prove more valuable than any other remedy 
in the treatment of the specific diseases of most internal organs. 

6. It cannot replace cicatricial tissue, the result of Nature’s 
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reparative processes ; neither does it affect favorably chronic de- 
generative diseases of the nervous system, such as paresis, sys- - 
tem-diseases of the cord, in which there is a break in the con- 
tinuity of nerve structure, though in some cases it seems to in- 
fluence favorably the continuous crises of locomotor ataxia. 

7. In all cases it causes a leukocytosis and the formation of 
antibodies. 

8. It materially modifies, and in most cases ultimately nega- 
tives, the Wassermann reaction. 

9. It unquestionably floods the circulation with endotoxins 
resulting from the death of millions of spirochetes, and in all 
probability an antitoxin is developed in the blood-serum. These 
facts must be thoroughly considered in connection with the treat- 
ment. 

10. In acute and threatening deposits in vital organs the effect 
of “606” will often prove life-saving because of its prompt 
action, and for that reason it is preferable to the iodids or mer- 
cury. 

11. It ought not to be given to ambulatory patients; neither 
is it safe in the hands of the careless or those who have not seen 
it used and learned the difficult method of its preparation for 
injection. 

12. The hospital, where all things required in the preparation 
of the mixture of “606” can be sterilized, and where the centri- 


_ fuge can be used, is preferable to any other place for its injection. 


13. Patients injected should be kept quiet and in bed during 
seven days under close observation, and for a longer period if 
indications demand. 

14. Second injections, if indicated, should not be given in less 
than eight weeks after the first. 

15. Contra-indications should be carefully considered before 
using the remedy. Patients with any other infection than that 
of syphilis should not be injected, however mild the former may 
be, until a safe period has lapsed after their recovery; neither 
should the feeble or old or those with other than syphilitic organic 
disease be injected. 

16. Congenital syphilis demands the treatment, either directly 
or indirectly, as suggested in the paper. 

17. The living contagion is destroyed by “606”; hence its 
early use can prevent the spread of syphilis. This subject de- 
mands the immediate attention of sanitarians and those directly 
interested in public health. 
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18. In occasional well-selected cases the use of the iodids after 
the method of Wechselmann will increase the efficacy of “606” 
when second injections are necessary. From two to three weeks 
should lapse after thorough mercurial treatment, when this has 
we used, before the injection of arsenobenzol. 

_ 19. In spite of the fact that nearly all agree that the effect of 
arsenobenzol is magical, sufficient time has not lapsed ‘to justify 
the conclusion that a single injection of “606” will prevent what 
we now recognize as the secondary and tertiary stages of syphilis. 
Only after long years of careful observation shall we be able to 
reach a positive conclusion. It will be necessary therefore to keep 
injected patients under close observation. 


SOME EFFECTS OF BRIGHT LIGHT ON THE EYE. 


J. Herbert Parsons (Jr. A..M. A., December 10, 1910) says 
that as yet very little is known of the prolonged effect of various 
sources of artificial illumination on the eyes. Some of the harm- 
ful effects of bright light, natural or artificial, that are recog- 
nized are eclipse-blindness, snow-blindness, ophthalmia electrica, 
lightning-cataract, glass workers’ cataract, and erythropia. The 
term bright light is generally understood to mean a combination 
of allied manifestations of energy, including the forces of heat, 
light in the narrower sense of the word, and chemical action. 
While these forces vary they, nevertheless, consist of waves of 
identical character, differing only in length and rapidity of vibra- 
tion. Those of longer wave length produce the sensation of heat, 
those of shorter wave length give rise to chemical action, while 
those of intermediate wave length cause the sensation of light. 
The wave lengths of the visible spectrum vary from 723 microns 
at the red end to 397 microns at the violet end. Beyond the red 
end are rays of greater wave length which cause heat and be- 
yond the violet end are rays of smaller wave length which are 
capable of producing chemical action. The heat rays are known 
as “infra-red” and the chemical rays as “ultra-violet.” The 
visible rays produce chemical action also but to a less degree than 


‘the ultra-violet rays and the heat rays to a still less degree. The 


longer visible rays also cause heat. 

The range of rays emitted by artificial lights vary greatly. 
Roughly speaking the limits of a few of the lamps commonly 
used for illumination or for experimental purposes are as fol- 
lows: A petroleum lamp with an ordinary white glass cylinder 
gives a spectrum from 600 microns to 350 microns; osmium and 
tantalum lamps from 630 microns to 300 microns; an Auer in- 
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candescent gas lamp with glass cylinder from 600 microns to 329 
microns; an arc lamp with clear globe from 600 microns to 300 ° 
microns; the same lamp without any globe from 600 microns to 
230 microns. The Schott uviol mercury vapor lamp gives ultra- 
violet rays down to 253 microns, but is poor in red and yellow 
rays. The dioptric media of the eye absorb most or all of the 
rays of light having wave-lengths below a certain point. Par- 
sons has made some experiments in which he obtained these: 
results : 

Cornea.—The cornea was found to offer no resistance to rays 
of wave-lengths longer than 295 microns, but all those beyond 
this limit were completely cut off. 

Lens (a)—Suspended in normal saline. Rays of wave-lengths 
less than 350 microns are absorbed completely. The line is not 
a sharp one, the absorption commencing at about 400 microns. 
(b) Squeezed to different thicknesses. The absorption varies 
parri passu with the thickness of the layer of lens substance. 

Vitreous —The vitreous in a layer 3-16 inch thick shows a 
broad absorption band extending from 280 to 250 microns, with 
a maximum at 270 microns. The margins of the band are ill- 
defined. These results are very similar to those obtained re- 
cently by Schanz and Stockhausen and Birch-Hirschfeld. 

Rabbits’ eyes exposed to the bright light of Schott’s uviol mer- 
cury vapor lamp show no opacification of the lens that can be 
seen with the ophthalmoscope. Microscopically, however, there 
is noticed a marked difference between the capsule cells in the 
pupillary area and the rest of the capsule. The nuclei of the cells 
exposed are swollen and their chromatin stains badly. Parsons 
does not agree with Hess’s conclusion that these changes are 
caused by rays of smaller wave-lengths than 300 microns as such 
rays are nearly if not quite all absorbed by the cornea and hence 
do not reach the lens. For the same reason he doubts the con- 
clusions of Schanz and Stockhausen that glass-workers’ cataract 
is due to ultra-violet rays. The intense congestion and inflamma- 
tion of the conjunctiva caused by exposure to bright light are 
manifestly caused by the ultra-violet rays, as complete protection 
is afforded by wearing plane clear glass spectacles which cut off 
all the rays of light of shorter wave-length than 300 microns. 
The conjunctivitis found among photographers using mercury- 
vapor lamps, men. engaged in testing photometrically naked arc 
light, etc., and “snow-blindness” and “opththalmia electrica” are 
doubtless all due to these ultra-violet rays. It is not yet fully 
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proven whether the normal retina is injuriously affected or not 
by exposure to light rich in ultra-violet rays, but cases reported 
by Birch-Hirschfeld would indicate that it may be, especially in 
aphakic eyes. 

Numerous kinds of glasses have been made and advocated 
to be worn as protective measures against the deleterious ultra- 
violet rays, among them being “Enixanthos” glass, Fiensal glass 
and “Euphos” glass. The objection to many of them is that they 
absorb too large a per cent. of visible light. An almost colorless 
glass, tinged with didymium, is remarkable in that it cuts off the 
rays at the red end having wave-lengths over 656 microns and 
those at the ultra-violet end shorter than 398 microns. It would 
seem that this glass best meets the requirements for protecting 
the eyes against the action of the ultra-violet rays. 


BOOK REVIEWS. 


LEHRBUCH DER AUGENHEILKUNDE (Textbook on Ophthalmol- 
ogy). By Axenfeld, Bach, Bielschowski, Elschnig, Greef, 
Heine, Hertel, v. Hippel, Krueckmann, Oeller, Peters and 
Stock. Edited by Theodor Axenfeld. Second edition. 
11 Plates and 455 Illustrations. Jena, 1911. Gustav 
Fischer. Price 14 marks (unbound). 

Among the many good and commendable textbooks on ophthal- 
mology, this one, edited by Axenfeld, seems to stand easily at 
the head; and this, the second edition is, if possible, still better 
than the first, which appeared only a year ago. In the division 
of the work and the entrusting of certain chapters to men who 
are particularly fitted for them, the editor, who himself wrote 
some of the most important chapters, was especially fortunate. 
The illustrations are excellent. 


Smitn’s Cataract Operation. By Derrick T. Vail, M.D. 
Reprinted from the Cincinnati Lancet Clinic, 1911. 

Dr. Vail, like a number of true students, has undertaken the 
long journey to Jullundur, India, to make himself personally 
acquainted with Major Smith and his method of extracting the 
lens in the capsule. In this pamphlet he relates with great ac- 
curacy and in detail what he has had an ample chance to see 
and, also, to practice under Smith’s supervision. It is interest- 
ing and instructive reading from one end to the other, especially 
since enthusiasm and admiration for Smith did not cloud the 
author’s good judgment. ALT. 
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